Nasal encephaloceles are rare in Western society but one should be aware of them because they can have serious consequences. External examination of the patient may reveal nothing as some of these encephaloceles are wholly concealed within the nasal air spaces.' 2 Nasal intubation poses a hazard in such cases, and the diagnosis should be thought of if the passage of an endotracheal tube through the nose is unusually difficult or accompanied by an unexpected event. We report the outcome of a difficult nasal endotracheal intubation in a premature infant who required ventilation for lung immaturity. Case report A girl, one of two surviving triplets, was born at 25 weeks' gestation with a birth weight of 620 g. Immediately after birth she was intubated with a nasal endotracheal tube and was mechanically ventilated because of immature lungs. She received surfactant treatment but, because of a poor respiratory drive, required intermittent ventilation for the first 14 weeks of life. She was finally extubated 14 weeks after birth. During the period of ventilation she had to be reintubated on numerous occasions. Most of the intubations were carried out without difficulty, although it was recorded that four weeks after birth an endotracheal tube could not be passed through the left nostril. However, about eight weeks after birth a difficult intubation wascarried out through the left nostril but it was followed by a gush of clear fluid down the nose. Thereafter small amounts of serosanguineous fluid were seen dripping from the left nostril especially during bouts of crying or coughing. The fluid tested positive for glucose, indicating that it was cerebrospinal fluid (CSF). Fourteen weeks after birth the baby's condition deteriorated, she became irritable, and had a tense anterior fontanelle. A lumbar puncture was performed and yielded cloudy CSF with a white cell count of 2430/ml. No bacteria were cultured, but she was diagnosed as having bacterial meningitis and was treated with antibiotics. The baby responded rapidly. After the attack of meningitis CSF continued to leak intermittently down the baby's left nostril and she was referred to the departmnent of neurosurgery at Booth Hall Children's Hospital for management of the CSF fistula.
PHYSICAL EXAMINATION
The baby was admitted to the department of neurosurgery when she was two weeks past her expected date of delivery. On physical examination there were no abnormal findings except for an intermittent trickle of CSF out of the left nostril. show a defect in the left side of the cribriform plate. Extending through the defect was a tongue of cerebral tissue that was in continuity with the soft tissue in the sphenoid sinus, ethmoid air cells, and postnasal space (fig 2) . The appearances were compatible with the diagnosis of an intranasal sphenoethmoidal encephalocele. 
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